Behavioral Interventions as an Adjunctive Treatment for Canine Epilepsy:A Missing Part of the Epilepsy Management Toolkit? by Packer, Rowena et al.
                          Packer, R., Hobbs, S. L., & Blackwell, E. (2019). Behavioral Interventions as
an Adjunctive Treatment for Canine Epilepsy: A Missing Part of the
Epilepsy Management Toolkit? Frontiers in Veterinary Science, 6, [3].
https://doi.org/10.3389/fvets.2019.00003
Publisher's PDF, also known as Version of record
Link to published version (if available):
10.3389/fvets.2019.00003
Link to publication record in Explore Bristol Research
PDF-document
This is the final published version of the article (version of record). It first appeared online via Frontiers at
https://www.frontiersin.org/articles/10.3389/fvets.2019.00003/full. Please refer to any applicable terms of use of
the publisher.
University of Bristol - Explore Bristol Research
General rights
This document is made available in accordance with publisher policies. Please cite only the published
version using the reference above. Full terms of use are available:
http://www.bristol.ac.uk/pure/about/ebr-terms
PERSPECTIVE
published: 28 January 2019
doi: 10.3389/fvets.2019.00003
Frontiers in Veterinary Science | www.frontiersin.org 1 January 2019 | Volume 6 | Article 3
Edited by:
Luisa De Risio,
Animal Health Trust, United Kingdom
Reviewed by:
Daisuke Hasegawa,
Nippon Veterinary and Life Science
University, Japan
Sarah A. Moore,
The Ohio State University,
United States
*Correspondence:
Rowena M. A. Packer
rpacker@rvc.ac.uk
Specialty section:
This article was submitted to
Veterinary Neurology and
Neurosurgery,
a section of the journal
Frontiers in Veterinary Science
Received: 12 December 2018
Accepted: 09 January 2019
Published: 28 January 2019
Citation:
Packer RMA, Hobbs SL and
Blackwell EJ (2019) Behavioral
Interventions as an Adjunctive
Treatment for Canine Epilepsy: A
Missing Part of the Epilepsy
Management Toolkit?
Front. Vet. Sci. 6:3.
doi: 10.3389/fvets.2019.00003
Behavioral Interventions as an
Adjunctive Treatment for Canine
Epilepsy: A Missing Part of the
Epilepsy Management Toolkit?
Rowena M. A. Packer 1*, Sarah L. Hobbs 1 and Emily J. Blackwell 2
1 Royal Veterinary College, London, United Kingdom, 2Bristol Veterinary School, University of Bristol, Bristol, United Kingdom
Epilepsy is a common, complex and often challenging neurological disorder to treat in the
dog, with 20–30% of dogs resistant to conventional medical therapies, and associated
with cognitive and behavioral comorbidities and early death. Behavioral interventions
are an emerging area of focus in the adjunctive treatment of drug-resistant human
epilepsy patients, with studies indicating positive effects of a variety of interventions
including relaxation-based techniques and behavioral therapy interventions. Behavioral
interventions have the potential not only to improve seizure control, but also improve
behavioral comorbidities and general quality of life in this hard to treat patient group.
Despite striking similarities between human and canine epilepsy patients, including the
recognition of co-morbid anxiety in epilepsy patients, behavioral interventions have yet
to be studied in dogs. This is compounded by several licensed psychopharmaceutical
agents for dogs being contra-indicated in epilepsy patients. We present evidence from
human studies of the efficacy of behavioral interventions to improve seizure control,
psychiatric comorbidities and quality of life, and propose that adapting such interventions
for canine patients may be a valuable addition to the epilepsy management toolkit. There
is a need for multi-center, double-blinded, placebo-controlled trials to confirm the effects
of behavioral interventions on seizure frequency in veterinary medicine. In the absence of
such evidence to date, the use of established behavioral medicine techniques to reduce
stress and improve the mental health of these often sensitive and challenging patients is
advocated, with a greater role for behaviorists in the management of epilepsy patients
alongside neurologists and general practitioners.
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CANINE EPILEPSY: CURRENT THERAPIES AND CHALLENGES
Epilepsy is the most common chronic neurological presentation in first opinion practice for
domestic dogs, with previous epidemiological studies estimating a prevalence of 0.6% of dogs
affected in the UK alone (1). Epilepsy is a major risk to the health and welfare in dogs, with dogs at
risk of developing behavioral changes such as anxiety and attention-deficit hyperactivity disorder
(ADHD)-like behavior, cognitive impairments, reduced quality of life (QoL) from anti-epileptic
drug (AED) side effects, complications of AED treatments and early death (2–7). Between 20 and
60% of dogs with IE die as a direct consequence of epilepsy (8). The condition is early onset, with
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most dogs experiencing their first seizure between 1 and 4 years of
age, and is lifelong (9), requiring chronic medication. Medication
with AEDs poses a fine balance between benefits and harms, with
potentially adverse welfare consequences due to unpleasant side
effects including excessive hunger, thirst, restlessness, lethargy,
and ataxia (4). Their impact upon QoLmay be considerable, with
AED side-effects being cited as an important consideration for
owners of epileptic dogs (4).
Despite advances in pharmacotherapy for canine idiopathic
epilepsy (IE), with an increasing number of AEDs available to
veterinarians managing these often challenging patients, a large
proportion of this patient population continue to experience
seizures while taking AEDs. At present, only a minority of
canine epilepsy patients achieve significant periods of seizure
freedom (10). Overall response rates (defined as >50% reduction
in seizure frequency) to the first, second and third AEDs
have been reported as 37.2, 10.7, and 6.1%, respectively (11);
and thus many dogs continue to seizure chronically despite
polytherapy. This parallels findings in human neurology, where
up to 30% of epilepsy patients continue to seizure despite
taking AEDs (12). Although AEDs remain the mainstay of
epilepsy treatment in dogs, seizure control is often incomplete
and their use is associated with a variety of quality of life
inhibiting side effects including sedation, ataxia, polyphagia (5).
Indeed, a recent meta-analysis of 90 canine epilepsy studies
identified adverse effects associated with all nine of the most
commonly used AEDs (13). The discovery of adjunctive therapies
that effectively reduce seizure frequency in canine epilepsy
patients, while avoiding additional side effects is of high priority.
Non-pharmacological seizure control strategies are becoming
increasingly common in both canine and human epilepsy,
including dietary interventions [e.g., the ketogenic diet; (14,
15) and the use of dietary supplements (16)], and implantable
neuromodulation devices [e.g., vagal nerve stimulators; (17,
18)]. Although non-pharmacological therapies including dietary
and neuromodulation interventions have been demonstrated to
improve seizure frequency in some patients, others still fail to
achieve a significant level of seizure control following these
adjunctive therapies (commonly considered a>50% reduction in
dogs), and thus the search for additional adjunctive therapies for
the epilepsy management tool-kit continues.
An emerging area in adjunctive therapies for drug-resistant
human epilepsy patients is behavioral and psychological
therapies. These interventions are based on accumulating
evidence from animal models and clinical studies that there is a
relationship between behavioral, physiological and psychological
states and the probability of seizure occurrence, with a
bidirectional relationship between seizures and psychological
states (19). Interventions that alter behavioral or psychological
states have been tested to determine whether they can reduce
the occurrence of seizures in people with epilepsy, with success
found with a variety of interventions. To date, this type of
intervention for drug-resistant canine epilepsy patients remains
entirely unexplored to the authors’ knowledge, but offer much
promise. There are striking similarities between canine and
human epilepsy patients, with shared characteristics including
spontaneous drug-resistance (20) and behavioral and cognitive
comorbidities (2, 6, 7, 21). Many of the same drug and non-
drug therapies (e.g., the MCT diet) have proven efficacious in
both species, and as such, exploring behavioral interventions
in dogs appears both logical and overdue. Potential benefits of
behavioral interventions include their relatively low cost, lack
of side effects and contra-indications with existing medications,
and their non-invasive nature (22). As recently highlighted by
Kanner (23), the treatment of epileptic seizure disorders is not
restricted to the achievement of seizure-freedom, but must also
include the management of co-morbid psychiatric and cognitive
comorbidities (23).With the increasing recognition of behavioral
and cognitive comorbidities in dogs with epilepsy (2, 6, 7, 21),
the potential for behavioral interventions improving both seizure
control and behavioral clinical outcomes warrants investigation
in this area in canine patients.
EVIDENCE FOR BEHAVIORAL
INTERVENTIONS FOR EPILEPSY
Behavioral treatments for epilepsy in humans have been
discussed since 1977 (24), but have not been subjected to
investigation in rigorous clinical trials until recently, with the
development of psychosocial treatment programs not keeping
pace with the development of medical treatments (25). Despite
this, behavioral techniques to control seizures have a long history
with a multitude of empirical studies published on a variety
of interventions. Many of these behavioral interventions target
stress. Stress is increasingly recognized to have a major role in
epilepsy, including: (i) acting as a risk factor for the development
of epilepsy, (ii) being a trigger for the occurrence of seizures
in some individuals with epilepsy, and (iii) exacerbating seizure
frequency, and/or being an important component of a prodrome
preceding a seizure in some individuals with epilepsy (26).
Recent research has demonstrated that epilepsy is associated
with elevated stress in both dogs with epilepsy and their owners
(27); however, measures to counteract stress have yet to be
explored in this population. Behavioral interventions to reduce
stress and improve emotional state for people with epilepsy
have included relaxation exercises including yoga and progressive
muscle relaxation, biofeedback and cognitive behavioral therapy,
which will now be briefly reviewed. Evidence is additionally
summarized in Table 1.
Relaxation-Based Techniques
Stress management techniques have been demonstrated to show
strong preliminary evidence in seizure reduction in people
with epilepsy. A well-studied technique is progressive muscle
relaxation (PMR) which involves tensing and releasing different
muscle groups in turn. In a recent multicenter randomized
controlled trial (RCT), n = 66 adults with refectory epilepsy
were randomized into one of two interventions; PMR with
diaphragmatic breathing or control focused-attention activity
with extremity movements. Participants underwent 12 weeks of
double-blind treatment, and seizure frequency during this period
was compared to the 8 week baseline phase before treatment
commenced. In both groups, seizure frequency was significantly
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reduced from baseline; however, there was no difference in the
efficacy of the two groups (26). PMR was more effective in
reducing self-reported stress than focused attention (26). Prior
to this RCT, several smaller studies demonstrated the promise
of this technique. In a small study of epilepsy patients (n = 8),
half underwent 3 weeks of PMR while half in the control arm
underwent 3 weeks of quiet sitting, followed by 3 weeks of PMR.
All subjects showed decreases in seizure frequency from baseline
to treatment and improvements in well-being (28). In a further
study of n = 18 adults with drug-resistant epilepsy, patients
were split into three groups: contingent relaxation, attention
control, and no-treatment (control) for 6 weeks. Patients in
the contingent relaxation group were instructed to apply PMR
techniques to situations or feelings associated with high risk
of seizure activity. Results indicated that seizure frequency
was significantly reduced in the PMR group (29). A further
study compared the 8 week baseline seizure frequency for 12
participants with three subsequent 8 week follow-up periods,
post PMR training. During the intervention period, PMR was
practiced twice a day. By the third follow-up time point, the
median seizure frequency for the group had decreased by 54%
(31). Finally, in a study of n = 24 adults with epilepsy, a seizure
frequency reduction of 29% was associated with six sessions of
progressive relaxation training (n = 13) compared with just 3%
in patients with six sessions of quiet sitting (n= 11) (30).
In addition to PMR, another relaxation-based technique, yoga,
has shown efficacy in seizure control for some patients with
epilepsy. Yoga is an ancient Indian philosophy of life aimed
at achieving the highest possible functional harmony between
body and mind, which involves control of posture, breathing
and meditation. Yoga may have an effect on the probability of
seizure occurrence due to its effect on brain wave activity and
arousal levels (39). It has been further suggested that yoga may
stimulate the vagus nerve which may in turn decrease seizure
frequency (40). Studies have demonstrated that certain types of
yoga increase central parasympathetic activity and sensory motor
rhythm and increase the sense of well-being (41, 42). In a study
by Sathyaprabha and colleagues, 10 weeks of daily 60-min yoga
practice (n = 18 epilepsy patients) was found to significantly
decrease seizure frequency and parasympathetic dysfunction,
compared to a group that practiced routine exercises involving
sitting quietly for 20min and simple physical exercises for 40min
who showed no reduction (n = 16) (32). In a further RCT by
Lundgren et al. (22), drug-resistant epilepsy patients treated with
either yoga (n = 8) or acceptance and commitment therapy
(a cognitive technique; n = 10) experienced reduced seizure
frequency and duration and increased quality of life compared
to baseline (22).
Finally, training patients to relax using biofeedback has shown
promise in controlling seizures. Biofeedback is a management
tool where the patient is provided with visual or audio feedback to
covert physiological responses occurring in their body, including
changes in heart rate, skin conductivity or brain activity (from
electroencephalography; EEG). Training may allow the patient
to learn to actively control these bodily responses and use this
biofeedback training as a countermeasure when they are aware a
seizure is about to start (33). Negative amplitude shifts of cortical
potential are related to seizure activity in epilepsy; regulation of
the cortical potential with biofeedback has been successfully used
to reduce the frequency of some patients’ seizures (43). Galvanic
Skin Response (GSR) is a sensitive measurement of autonomic
arousal and physiological state which reflects one’s behavior; a
high skin resistance state reflects a state of relaxation and a low
skin resistance state reflects a state of arousal. Nagai et al. found
that GSR biofeedback training reduced seizure frequency in the
biofeedback (n = 10) but not the sham control biofeedback (n
= 8) group, thus demonstrating the promise of this technique
(33). In addition, a meta-analysis of EEG biofeedback studies
for epilepsy management found a 74% reduction in weekly
seizures (44). This method is currently out of the scope of
potential treatment techniques for canine patients, however
if canine ambulatory EEG technology improves and becomes
more widespread in the future, this may be another method to
consider.
Behavioral Therapy Techniques
In addition to relaxation-based interventions, a variety of
behavioral therapy based techniques have been trialed in humans
with epilepsy, as techniques to improve both seizure control,
treat psychiatric co-morbidities and more improve QoL more
generally. In a crossover design study, Gillam compared the
effect of two psychological approaches: one treatment focused
on seizures, and involved training patients to identify factors
that might precipitate seizures, to learn how to avoid these
“triggers,” to try to interrupt seizures in the early stages of their
occurrence, or to practice relaxation and breathing exercises,
the other targeted psychological problems affecting the patients
such as phobias, mild depression, and family tensions (34). Both
techniques were effective in reducing psychological symptoms
and seizure frequency, with the author concluding that the
improved sense of self-control may have been more important
than whether the intervention was targeted at psychological
difficulties or seizures specifically. In a further study, Spector et al.
(35) employed a group intervention in adults with drug-resistant
epilepsy (n = 8). The intervention, based on a programme
developed by Andrews and Reiter, “Taking Control of Your
Epilepsy” (45) and recently updated in 2015 (46) involved a
variety of measures including support and dealing with stigma,
understanding epilepsy and antiepileptic drugs, identifying
auras, identifying and avoiding triggers for seizures, channeling
negative emotions into productive outlets, and dealing with stress
(35). Following treatment there was a significant reduction in
seizure frequency, which persisted at 8 week follow up (35).
Behavioral medicine in the form of cognitive behavioral
therapy (CBT) has further been explored as an intervention
for epilepsy, with mixed results to date. CBT emphasizes the
influence of thoughts and their content on emotional state and
treatment focuses on changing thought patterns and behavior.
In a study of n = 37 adults with epilepsy, patients were
assigned to either a 6 week CBT program or a control group.
Seizure frequency was significantly reduced in the CBT group
compared to the control (36). Conversely in earlier studies,
although beneficial effects upon general QoL were found, positive
effects on seizure frequency were not. A recent study assigned
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adults with epilepsy (n = 17) to either a treatment group (n
= 7) consisting of 8 weekly 2-h group CBT sessions, or to a
waitlist control group (n = 9). Although the treatment group
showed improvements in QoL [as measured by the QOLIE-
31 (47)], no significant reduction in seizure frequency was
found in the CBT group (37). Similar findings were reported
in an earlier study (38), where no evidence to support the
use of CBT for seizure reduction was found. In that study,
n = 27 adults with epilepsy were assigned to one of three
groups: CBT, supportive counseling (attention-placebo control)
and waiting list (no treatment control). No difference was found
in seizure frequency between the three groups; however, ratings
of psychological adjustment were found to improve for the two
therapy groups (38).
Treatment of Epilepsy Co-morbidities
As highlighted earlier, epilepsy treatment should not solely
focus on seizure control. Behavioral interventions may reap
benefits in addition to reduced seizure frequency. In a recent
Cochrane review of psychological and behavioral treatments
for health-related quality of life in epilepsy patients (rather
than seizure frequency as the primary outcome) (48), 24
randomized controlled trials (RCTs) were included, of which 11
were considered psychological interventions including cognitive,
behavioral and mindfulness-based interventions. The impact
of these interventions on QoL, as measured by a validated
scale [the QOLIE-31 (47)] was significant and exceeded the
threshold of minimally important change, indicating a clinically
meaningful post-intervention improvement of QoL (48). Overall
QoL, including mental health should be taken seriously in
addition to seizure frequency in epilepsy patients, with inter-
ictal anxiety and depression found to have greater adverse effects
on QoL than seizure frequency, severity or chronicity in people
with epilepsy (49). With anxiety found more commonly as
a comorbidity in drug-resistant dogs (2), finding appropriate
treatments to reduce the effects of behavioral comorbidities and
improve general QoL alongside improved seizure control should
be the goal of epilepsy treatment.
IS THERE A NEED FOR BEHAVIORAL
THERAPY IN CANINE EPILEPSY
PATIENTS?
In addition to seizure control, there is an emerging need for
therapies for co-morbid anxiety in dogs with epilepsy. Increases
in anxiety following the onset of epilepsy have been documented
in dogs with epilepsy (2); however, in a recent review on
psychopharmacological options for the treatment of anxiety in
dogs with IE, it was concluded that there is a scarcity of evidence
of the effects of standard anxiolytic therapies in the IE population,
with many drugs having pharmacokinetic interactions with
AEDs, or contraindicated in these patients (50). Furthermore,
patient response to anxiolytic medications may differ between
healthy brains and epileptic brains. Although seizure reducing
effects were documented in a recent study of imepitoin (an
anti-consultant and anxiolytic), no changes in anxiety behavior
were observed in dogs with IE (51), whereas positive effects on
anxiety have been documented in otherwise healthy dogs with
fear or anxiety problems (52). In addition to pharmaceutical
interventions, some owners are already employing dietary
therapies aimed at epilepsy and its comorbidities. In a recent
study, 1 in 10 owners of epileptic dogs that were using dietary
supplements reported that their aim was to improve behavioral
problems associated with epilepsy (16). The use of behavioral
therapy has been advocated in this population (50); however, its
efficacy has yet to be ascertained with controlled trials, or indeed
reported in case reports or series as yet.
POTENTIAL BEHAVIORAL
INTERVENTIONS FOR CANINE EPILEPSY
PATIENTS
Although some of the aforementioned behavioral interventions
for human epilepsy patients rely upon methods based upon
language or higher level cognitive processes, and may not be
readily adapted to canine patients, the principles of other effective
techniques may be used to design potential interventions. These
include:
“Trigger” Management: As employed in several human
behavioral intervention studies, the recognition, and subsequent
avoidance of seizure triggers (seizure precipitating factors) may
improve seizure control in epileptic patients (34, 35). Seizure
triggers have recently been documented in two studies of canine
epilepsy patients, with many of these precipitants psychological
(53, 54), including general stress, changes in routine, unfamiliar
places or people visiting. Developing methods to reliably identify
seizure triggers and to teach owners to recognize these stimuli
may allow for either their avoidance, or the use of behavioral
therapy to systematically desensitize dogs to these stimuli using
controlled exposure (where possible) under the guidance of a
clinical animal behaviorist. Although it may not be possible to
avoid all seizure triggers, some reduction in seizure frequency
may be achieved by manipulation of the environment (55). In
addition to canine patients diagnosed with idiopathic epilepsy,
dogs with reflex epilepsy (i.e., seizure activity triggered by
exposure to specific locations or situations) (56) are likely to
strongly benefit from this behavioral management strategy.
Stress Reduction Therapies: The use of behavioral therapy
principles to improve the mental health of dogs, including:
improved consistency of dog-owner interactions, cessation of
any punishment-based training or training devices [previously
shown to be used by owners of epileptic dogs (7)], and improved
predictability of the dog’s life with enhanced feelings of control,
may be a potential way to reduce overall stress and improve
seizure control (57–59). Indeed, a previous human behavioral
intervention study found no difference in seizure control
between treatment programmes focused on general psychological
problems vs. seizures themselves specifically, with the author
concluding that the improved sense of self-control induced by
either programme may have been more important than the
specific type of intervention. Development of general stress
reduction programmes for epilepsy patients has the potential
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to improve seizure control while also improving overall QoL of
these patients by improving mental health.
Specific Relaxation Based Activities: There is growing
evidence that dogs with epilepsy exhibit behavioral changes
preceding a seizure event, which may represent the “prodromal”
stage of the seizure cycle. In a study of n = 229 owners
of dogs with epilepsy, 65% reported that dogs showed pre-
seizure changes including included restlessness, clinginess and
fearfulness (54). As implemented in human studies [e.g., Dahl
et al. (29)], it is possible that applying acute relaxation based
interventions during this pre-seizure stage may be effective
in aborting impending seizure activity, if seizure generation
is influenced by stress levels and cortical excitability can be
dampened by relaxation based activities. At present, further
research is needed to confirm the presence of this phase of
the “seizure cycle” in dogs and whether this window of time
for intervention exists. Relaxation sessions, aimed at reducing
physiological arousal and thereby increasing the threshold for
response to sensory signals, are used as a foundation for
modifying context-specific behavior in many clinical behavior
cases (60, 61) and daily relaxation outside of the prodromal phase
may act as an anxiolytic if dogs are trained to effectively settle in
a low arousal, positively valenced state.
CONCLUSIONS
Studies of behavioral interventions as tools to improve seizure
control and QoL show great promise for human drug-resistant
epilepsy patients. Despite the limitations of some of the early
studies in this area, with small sample sizes commonplace, the
fact that significant reductions in seizure frequency were found
in such small samples provides compelling preliminary evidence
for the strength of these interventions.
With great similarities exhibited between drug resistant
human and canine epilepsy patients (62), trialing behavioral
methods for this challenging population is timely and urgently
needed. There are both challenges and opportunities in the use
of behavioral methods, with important lessons to be learned
from the past 40 years of human research in this field. Well-
designed and powered studies are needed to successfully address
whether behavioral treatments can increase seizure threshold and
improve seizure control in drug resistant epilepsy patients. In
both veterinary and human medicine there is a need for multi-
center, double-blind, placebo-controlled trials to confirm the
effects of behavioral interventions on seizure frequency.
In the absence of such evidence to date, the use of
established behavioral medicine techniques to reduce stress and
improve mental health of these often sensitive and challenging
patients is advocated. Basic principles for all patients include
the cessation of all punishment-based training techniques
employed by owners. Greater education for owners on both
overt and subtle signs of stress in their dog is essential for
all behavioral interventions, and vets should either advise
clients individually of these signs, or be able to direct owners
to appropriate, evidence-based resources on this topic. We
advocate a greater role for veterinary behaviorists in the
management of epilepsy patients alongside neurologists and
general practitioners, not only for epileptic patients with overt
behavioral problems that owners actively seek treatment for
(e.g., noise phobias), but also for expert opinion on a dog’s
behavioral husbandry and lifestyle with the aim of generally
improving of the mental health and QoL of these sensitive
patients.
AUTHOR CONTRIBUTIONS
The idea for the manuscript was devised by RP. RP, SH, and EB
all contributed ideas to and reviewed the final manuscript.
FUNDING
RP is supported by BBSRC grant number BB/P010881/1.
ACKNOWLEDGMENTS
This manuscript was approved for submission (CSS_01907).
REFERENCES
1. Kearsley-Fleet L, O’Neill DG, Volk HA, Church DB, Brodbelt DC. Prevalence
and risk factors for canine epilepsy of unknown origin in the UK. Vet Rec.
(2013) 172:338. doi: 10.1136/vr.101133
2. Shihab N, Bowen J, Volk HA. Behavioral changes in dogs associated with
the development of idiopathic epilepsy. Epilepsy Behav. (2011) 21:160–7.
doi: 10.1016/j.yebeh.2011.03.018
3. Berendt M, Gredal H, Ersbøll AK, Alving J. Premature death,
risk factors, and life patterns in dogs with epilepsy. J Vet
Inter Med. (2007) 21:754–9. doi: 10.1111/j.1939-1676.2007.
tb03017.x
4. Chang Y, Mellor DJ, Anderson TJ. Idiopathic epilepsy in dogs:
owners’ perspectives on management with phenobarbitone and/or
potassium bromide. J Small Anim Pract. (2006) 47:574–81.
doi: 10.1111/j.1748-5827.2006.00203.x
5. Wessmann A, Volk HA, Packer RMA, Ortega M, Anderson TJ. Quality-
of-life aspects in idiopathic epilepsy in dogs. Vet Rec. (2016) 179:229.
doi: 10.1136/vr.103355
6. Packer RMA, McGreevy PD, Salvin HE, Valenzuela MJ, Chaplin CM, Volk
HA. Cognitive dysfunction in naturally occurring canine idiopathic epilepsy.
PLoS ONE (2018) 13:e0192182. doi: 10.1371/journal.pone.0192182
7. Packer RMA, McGreevy PD, Pergande A, Volk HA. Negative effects of
epilepsy and antiepileptic drugs on the trainability of dogs with naturally
occurring idiopathic epilepsy. Appl Anim Behav Sci. (2018) 200:106–13.
doi: 10.1016/j.applanim.2017.11.008
8. Mellersh CS. Genetic Testing in Canine and Feline Epilepsy. Birmingham:
British Small Animal Veterinary Association Congress (2010).
9. Skerritt G. Canine Epilepsy. Practice (1988) 10:27–30.
doi: 10.1136/inpract.10.1.27
10. Packer RM, Shihab NK, Torres BB, Volk HA. Clinical risk factors associated
with anti-epileptic drug responsiveness in canine epilepsy. PLoS ONE (2014)
9:e106026. doi: 10.1371/journal.pone.0106026
11. Packer RMA, Shihab NK, B.Torres BJ, Volk HA. Responses to successive
anti-epileptic drugs in canine idiopathic epilepsy. Vet Rec. (2015) 176:203.
doi: 10.1136/vr.102934
12. Kwan P, Brodie MJ. Early identification of refractory epilepsy. N Engl J Med.
(2000) 342:314–9. doi: 10.1056/NEJM200002033420503
Frontiers in Veterinary Science | www.frontiersin.org 7 January 2019 | Volume 6 | Article 3
Packer et al. Behavior Therapy for Canine Epilepsy
13. Charalambous M, Shivapour SK, Brodbelt DC, Volk HA. Antiepileptic
drugs’ tolerability and safety – a systematic review and meta-analysis of
adverse effects in dogs. BMC Vet Res. (2016) 12:79. doi: 10.1186/s12917-016-
0703-y
14. Law TH, E.Davies SS, Pan Y, Zanghi B, Want E, Volk HA. A randomised
trial of a medium-chain TAG diet as treatment for dogs with idiopathic
epilepsy. Br J Nutr. (2015) 114:1438–47. doi: 10.1017/S00071145150
0313X
15. Martin K, Jackson CF, Levy RG, Cooper PN. Ketogenic diet and other
dietary treatments for epilepsy. Cochr Database Syst Rev. (2016) 2:CD001903.
doi: 10.1002/14651858.CD001903.pub3
16. Berk BA, Packer RMA, Law TH, Volk HA. Investigating owner use of dietary
supplements in dogs with idiopathic epilepsy. Res Vet Sci. (2018) 119:276–84.
doi: 10.1016/j.rvsc.2018.07.004
17. Muñana KR, Vitek SM, Tarver WB, Saito M, Skeen TM, N.Sharp JH, et al. Use
of vagal nerve stimulation as a treatment for refractory epilepsy in dogs. J Am
Vet Med Assoc. (2002) 221:977–83. doi: 10.2460/javma.2002.221.977
18. Morris GL, Mueller WM. Long-term treatment with vagus nerve
stimulation in patients with refractory epilepsy. Neurology (1999) 53:1731.
doi: 10.1212/WNL.53.8.1731
19. Fenwick P. The relationship between mind, brain, and seizures. Epilepsia
(1992) 33:1–6.
20. Löscher W. Animal models of intractable epilepsy. Progr Neurobiol. (1997)
53:239–58. doi: 10.1016/S0301-0082(97)00035-X
21. Jokinen TS, Tiira K, Metsähonkala L, Seppälä EH, Hielm-Björkman A, Lohi
H, Laitinen-Vapaavuori O. Behavioral abnormalities in lagotto romagnolo
dogs with a history of benign familial juvenile epilepsy: a long-term follow-up
study. J Vet Inter Med. (2015) 29:1081–7. doi: 10.1111/jvim.12611
22. Lundgren T, Dahl J, Yardi N, Melin L. Acceptance and commitment therapy
and yoga for drug-refractory epilepsy: a randomized controlled trial. Epilepsy
Behav. (2008) 13:102–8. doi: 10.1016/j.yebeh.2008.02.009
23. Kanner AM. Management of psychiatric and neurological comorbidities in
epilepsy. Nat Rev Neurol. (2016) 12:106. doi: 10.1038/nrneurol.2015.243
24. Mostofsky DI, Balaschak BA. Psychobiological control of seizures. Psychol
Bull. (1977) 84:723–50. doi: 10.1037/0033-2909.84.4.723
25. Mittan RJ. Psychosocial treatment programs in epilepsy: a review. Epilepsy
Behav. (2009) 16:371–80. doi: 10.1016/j.yebeh.2009.08.031
26. Haut SR, Lipton RB, Cornes S, Dwivedi AK, Wasson R, Cotton
S, et al. Behavioral interventions as a treatment for epilepsy. A
multicenter randomized controlled trial. Neurology (2018) 90: e963–70.
doi: 10.1212/WNL.0000000000005109
27. Packer RMA, Volk HA, Fowkes RC. Physiological reactivity to spontaneously
occurring seizure activity in dogs with epilepsy and their carers. Physiol Behav.
(2017) 177:27–33. doi: 10.1016/j.physbeh.2017.04.008
28. Rousseau A, Hermann B, Whitman S. Effects of progressive relaxation
on epilepsy: analysis of a series of cases. Psychol Rep. (1985) 57:1203–12.
doi: 10.2466/pr0.1985.57.3f.1203
29. Dahl JA, Melin L, Lund L. Effects of a contingent relaxation treatment
program on adults with refractory epileptic seizures. Epilepsia (1987) 28:125–
32. doi: 10.1111/j.1528-1157.1987.tb03637.x
30. Puskarich CA, Whitman S, Dell J, Hughes JR, Rosen AJ,
Hermann BP. Controlled examination of effects of progressive
relaxation training on seizure reduction. Epilepsia (1992) 33:675–80.
doi: 10.1111/j.1528-1157.1992.tb02346.x
31. Whitman S, Dell J, Legion V, Eibhlyn A, Statsinger J. Progressive
relaxation for seizure reduction. J Epilepsy (1990) 3:17–22.
doi: 10.1016/0896-6974(90)90073-8
32. Sathyaprabha TN, Satishchandra P, Pradhan C, Sinha S, Kaveri B, Thennarasu
K, et al. Modulation of cardiac autonomic balance with adjuvant yoga
therapy in patients with refractory epilepsy. Epilepsy Behav. (2008) 12:245–52.
doi: 10.1016/j.yebeh.2007.09.006
33. Nagai Y, Goldstein LH, P.Fenwick BC, Trimble MR. Clinical efficacy of
galvanic skin response biofeedback training in reducing seizures in adult
epilepsy: a preliminary randomized controlled study. Epilepsy Behav. (2004)
5:216–23. doi: 10.1016/j.yebeh.2003.12.003
34. Gillham RA. Refractory Epilepsy: an evaluation of psychological
methods in outpatient management. Epilepsia (1990) 31:427–32.
doi: 10.1111/j.1528-1157.1990.tb05498.x
35. Spector S, Tranah A, Cull C, Goldstein LH. Reduction in seizure frequency
following a short-term group intervention for adults with epilepsy. Seizure
(1999) 8:297–303. doi: 10.1053/seiz.1999.0292
36. McLaughlin DP, McFarland K. A randomized trial of a group based cognitive
behavior therapy program for older adults with epilepsy: the impact on seizure
frequency, depression and psychosocial well-being. J Behav Med. (2011)
34:201–7. doi: 10.1007/s10865-010-9299-z
37. Au A, Chan F, Li K, Leung P, Li P, Chan J. Cognitive-behavioral group
treatment program for adults with epilepsy in Hong Kong. Epilepsy Behav.
(2003) 4:441–6. doi: 10.1016/S1525-5050(03)00149-5
38. Tan SY, Bruni J. Cognitive-behavior therapy with adult patients with
epilepsy: a controlled outcome study. Epilepsia (1986) 27:225–33.
doi: 10.1111/j.1528-1157.1986.tb03533.x
39. Yardi N. Yoga for control of epilepsy. Seizure (2001) 10:7–12.
doi: 10.1053/seiz.2000.0480
40. Brown RP, Gerbarg PL. Sudarshan kriya yogic breathing in the treatment of
stress, anxiety, and depression: part I—neurophysiologic model. J Alternat
Complement Med. (2005) 11:189–201. doi: 10.1089/acm.2005.11.189
41. Deepak KK, Manchanda SK, Maheshwari MC. Meditation improves
clinicoelectroencephalographic measures in drug-resistant epileptics.
Biofeedback Self Regul. (1994) 19:25–40. doi: 10.1007/BF01720668
42. Rajesh B, Jayachandran D, Mohandas G, Radhakrishnan K. A pilot study of
a yoga meditation protocol for patients with medically refractory epilepsy.
J Alternat Complement Med. (2006) 12:367–71. doi: 10.1089/acm.2006.
12.367
43. Nagai Y, Goldstein LH, Critchley HD, P.Fenwick BC. Influence of sympathetic
autonomic arousal on cortical arousal: implications for a therapeutic
behavioural intervention in epilepsy. Epilepsy Res. (2004) 58:185–93.
doi: 10.1016/j.eplepsyres.2004.02.004
44. Tan G, Thornby J, Hammond DC, Strehl U, Canady B, Arnemann K, et al.
Meta-analysis of EEG biofeedback in treating epilepsy. Clin EEG Neurosci.
(2009) 40:173–9. doi: 10.1177/155005940904000310
45. Reiter J, Andrews D, Janis C. Taking Control of Your Epilepsy. A Workbook for
Patients and Professionals. Santa-Rosa, CA: The Basic Publishing Company
(1987).
46. Reiter JM, Andrews D, Reiter C, LaFrance W Jr. Taking Control of Your
Seizures: Workbook Treatments That Work. New York, NY: Oxford University
Press (2015).
47. Cramer JA, Perrine K, Devinsky O, Bryant-Comstock L, Meador K,
Hermann B. Development and cross-cultural translations of a 31-
item quality of life in epilepsy inventory. Epilepsia (1998) 39:81–8.
doi: 10.1111/j.1528-1157.1998.tb01278.x
48. Michaelis R, Tang V, Wagner JL, Modi AC, LaFrance WC Jr, Goldstein LH,
et al. Psychological treatments for people with epilepsy. Cochr Database Syst
Rev. (2017) 4:CD002029. doi: 10.1002/14651858.CD012081.pub2
49. Johnson EK, Jones JE, Seidenberg M, Hermann BP. The relative
impact of anxiety, depression, and clinical seizure features on
health-related quality of life in epilepsy. Epilepsia (2004) 45:544–50.
doi: 10.1111/j.0013-9580.2004.47003.x
50. Watson F, Rusbridge C, Packer RMA, Casey RA, Heath S, Volk HA. A
review of treatment options for behavioural manifestations of clinical anxiety
as a comorbidity in dogs with idiopathic epilepsy. Vet J. (2018) 238:1–9.
doi: 10.1016/j.tvjl.2018.06.001
51. Packer RMA, De Risio L, Volk HA. Investigating the potential
of the anti-epileptic drug imepitoin as a treatment for co-morbid
anxiety in dogs with idiopathic epilepsy. BMC Vet Res. (2017) 13:90.
doi: 10.1186/s12917-017-1000-0
52. McPeake KJ, Mills DS. The use of imepitoin (PexionTM) on fear and anxiety
related problems in dogs – a case series. BMC Vet Res. (2017) 13:173.
doi: 10.1186/s12917-017-1098-0
53. Forsgård J, Metsähonkala E, Kiviranta A, Cizinauskas S, Junnila J, Laitinen-
Vapaavuori O, et al. Seizure-precipitating factors in dogs with idiopathic
epilepsy. In: Berendt M, editor. 31st Annual Symposium of the ESVN-ECVN.
Copenhagen (2018).
54. Finnegan S, Volk HA, Asher L, Daley M, Packer R. Identification of
owner-perceived seizure triggers and behavioural predictors prior to seizure
activity in dogs with idiopathic epilepsy. In: Berendt M, editor. 31st Annual
Symposium of the ESVN-ECVN. Copenhagen (2018).
Frontiers in Veterinary Science | www.frontiersin.org 8 January 2019 | Volume 6 | Article 3
Packer et al. Behavior Therapy for Canine Epilepsy
55. Thompson P, Baxendale S (eds.). Non-Pharmacological Treatment of Epilepsy.
Oxford: Blackwell (1996).
56. Shell L, Scariano R, Rishniw M. Features of stimulus-specific seizures in
dogs with reflex epilepsy: 43 cases (2000–2014). J Am Vet Med Assoc. (2016)
250:75–8. doi: 10.2460/javma.250.1.75
57. Beerda B, Schilder MBH, van Hooff JARAM, de Vries HW. Manifestations
of chronic and acute stress in dogs. Appl Anim Behav Sci. (1997) 52:307–19.
doi: 10.1016/S0168-1591(96)01131-8
58. Ziv G. The effects of using aversive training methods in dogs—A review. J Vet
Behav. (2017) 19:50–60. doi: 10.1016/j.jveb.2017.02.004
59. Casey RA, Twells C, Blackwell E. An investigation of the relationship
between measures of consistency in owners and the occurrence of ‘behavior
problems’ in the domestic dog. J Vet Behavior Clin Appl Res. (2007) 2:83–84.
doi: 10.1016/j.jveb.2007.10.008
60. Blackwell E, Casey R, Bradshaw J. Controlled trial of behavioural
therapy for separation-related disorders in dogs. Vet Rec. (2006) 158:551.
doi: 10.1136/vr.158.16.551
61. Overall K.Manual of Clinical Behavioral Medicine for Dogs and Cats. St Louis:
Elsevier Inc. (2013).
62. Potschka H, Fischer A, Ruden EL, Hulsmeyer V, Baumgartner W.
Canine epilepsy as a translational model? Epilepsia (2013) 54:571–9.
doi: 10.1111/epi.12138
Conflict of Interest Statement: The authors declare that the research was
conducted in the absence of any commercial or financial relationships that could
be construed as a potential conflict of interest.
Copyright © 2019 Packer, Hobbs and Blackwell. This is an open-access article
distributed under the terms of the Creative Commons Attribution License (CC BY).
The use, distribution or reproduction in other forums is permitted, provided the
original author(s) and the copyright owner(s) are credited and that the original
publication in this journal is cited, in accordance with accepted academic practice.
No use, distribution or reproduction is permitted which does not comply with these
terms.
Frontiers in Veterinary Science | www.frontiersin.org 9 January 2019 | Volume 6 | Article 3
